It has become clear that the outcome of treatment, both short term (Bancroft & Coles, 1976; Mathews et a!, 1976; Wright et a!, 1977; Hawton & Catalan, 1986 ) and long term (Dc Amicis eta!, 1985; Hawton et a!, 1986) ,is variable. Somepre-treatment factors predictive of eventual outcome have been identified (O'Connor, 1976; Whitehead & Mathews, 1977 , 1986 Hawton & Catalan, 1986 ). In addition, increasing attention is now being paid to the detection and treatment of physical factors under lying sexual dysfunction (Montague eta!, 1979; Virag eta!, 1985) .Thesefacts and developmentshighlight the need for careful initial assessment of couples presenting with sexual dysfunction, so that appro priate treatment plans can be made. However, the characteristics of couples seeking help for sexual difficulties, as opposed to those only offered sex therapy, have not been adequately studied. This is an important area of research which requires further investigation. Here we report the results of a study of a large consecutive sample of couples referred to a sexual dysfunction clinic in a National Health Service setting. The study had the following aims:
(a) to describe in detail the demographic charac teristics, source of referral, sexual problems, general relationships, psychopathology and physical morbidity of the couples (b) to examine the relationships between the various sexual dysfunctions and general relationship difficulties, psychopathology and physical morbidity (c) to study the types of treatment recommended, the factors associated with these recommenda tions, the extent to which patients took up the offer of sex therapy and the characteristics of couples who completed this form of treatment.
Clinicand subjects

Method
A consecutive sample of 200 couples referred to and assessed in a sexual dysfunction clinic over two years were included in the investigation. The clinic, which was staffed by two psychiatrists from a university department of psychiatry, served a district catchment area, and received referrals from general practitioners, general-hospital doctors and psychiatrists. The psychiatrists carried out all the initial clinical and research assessments, administered the research questionnaires, and provided much of the treatment.
However, many couples who entered sex therapy were treated by staff in training under close supervision (Hawton, 1980 Two hundred couples referred to a sexual problems clinic were assessed in a standardised way for their suitability for sex therapy. The assessment focused on the nature of the sexual dysfunction, motivation for treatment, marital and relationship problems, psychiatric status, and physical problems. Approximately one-third of the couples were found to have significant marital and relationship problems, and more than 30% were suffering from psychiatric disorders, although these were usually of mild to moderate intensity. A third of males and 18% of females were suffering from physical disorders likely to contribute to the sexual dysfunction. Patients who were offered sex therapy and who completed their course of treatment were more likely to show high levels of motivation and an absence of physical disorders, marital relationship problems and psychiatric disorder. There should be careful assessment of couples suffering from sexual dysfunction before specific treatment is offered. 
Results
Characteristics of the couples
elsewhere (Hawton, 1985) . Partners were first interviewed separately and then conjointly. For the purposes of the study, information was collected systematically about the nature of their sexual dysfunctions.
The overall quality of each couple's sexualand general relationship, and each partner's motivation for treatment, were rated by the assessors on five-point scales. The assessment of motivation was based on the apparent enthusiasm of each partner to enter therapy and was rated from â€˜¿ nil' to â€˜¿ extreme' . The reliability of these measures has been reported in detail elsewhere (Hawton & Catalan, 1986 & Hillier, 1979) , which provides an overall measure of psychiatric morbidity, with a â€˜¿ caseness' cut-off score of 4/5, scores higher than 4 indicating likely psychiatric disorder; and the Leeds Scales for Anxiety and Depression (Snaith et a!, 1976) , which have been widely used in individuals from non-psychiatric popula tions. The assessors did not score these two questionnaires until after they had completed the items on their own recording forms (including the rating of psychiatric disorder) and decided what treatment to offer the couple.
In presenting the results we have distinguished in each couple between the presenting subject (i.e. the partner with the sexual problem, or where both partners had a problem, the partner with the more severe or longstanding difficulty) and the partner.
Statistical analyses
The data were analysed by means of the Statistical Package for the Social Sciences (Nie et a!, 1975) , using @, Mann Whitney U, Wilcoxon matched-pairs signed-ranks test, and I tests, as appropriate.
Sexualdysfunction
The sexual dysfunctions of the 200 couples are shown in Table! . The presenting subject was male in 95 cases (48%) and female in 105 cases (52Â°lo). Sexual dysfunctions were also present in 15% of partners: 18 male partners (17%) and 12 female partners (13%). Erectile dysfunction was by far the most common dysfunction in male presenters, whereas premature ejaculation was the most common in male partners. Impaired sexual interest was the most common dysfunction in both female presenters and female partners, with 36% of all females having this problem. 
Age and social class
Male presenting subjects were generally older (mean age 41 years (s.d.12)) than female presenting subjects (mean age 31 years (s.d. 9); t=6.9, P<0.00l). Male presenters ranged in age from 20 to 68 years, and female presenters from 18 to 57 years.
The socialclassdistributionof the coupleswasas follows: classesI and II, 89 (44.5%); class III, 69 (34.5%); classes IV and V, 29 (14.5%); other, 13(6.5Â°lo). Compared with the social class distribution in the catchment area (classes I and II, 34%, III, 43%; IV and V. 23%), social classes I and II were over-represented in the referred sample (@2= 14.72, 2d.f., P<0.001).
Sources of referral
The majority of couples were referred by general practitioners (58%). Gynaecologists, including those working in infertility clinics, referred 12Â°lo, psychiatrists 15%, and hospital physicians 15%. (34) 12 (13) 33 (35)13 (12) 4 (4) 27 (26)53 (50) 25 (24) 54 (51)31 (33) 13 (14) 34 ( with indirect/possible effect with no association total24 (25) 8 (8) 8 (8) 40(42)1 (1) 7 (7) 3 (3) 12 (11)7 (7) 12 (11) 6 (6) 27 (26)1 (1) 13 (14) 2 (2) 
Motivation for treatment
The assessors' rating of the subjects' motivation for treatment indicated greater motivation among male presen ters (mean 4.3 (s.d. 0.9) ) than female presenters (mean 3.7 (s.d. 1.1); Mannâ€"WhitneyU test, z=3.72, P<0.OOl).
Furthermore, male presenters were generally rated as more highly motivated (mean 4.3 (s.d. 0.9)) than their partners (mean 3.8 (s.d. 1.1); Wilcoxon z=3.l6, P'cZO.Ol).There was no major difference between the motivation ratings for female presenters and their partners.
Marital and general relationship problems
The assessors identified significant marital problems in 26 (28%) male-presenting and 36 (35%) female-presenting couples (NS). Similarly, no significant difference was found between male-and female-presenting couples in terms of the assessors' ratings of their general relationships (male presenting couples, mean 2.17 (s.d. 0.87); female-presenting couples, mean 2.4 (s.d. 1.06)).
Psychiatric status
Assessment of psychiatric morbidity in the couples (based on previous psychiatric history, scores on the GHQ and Leedsscales,presenceof current psychiatricdisorder, and use of psychotropic medication) indicated that there was generally greater morbidity in female presenters than male presenters (Table II) . Relatively few of the male partners appeared to suffer psychiatric problems. In addition, comparison of male presenters with male partners showed the former to have significantly worse scores on all measures of psychiatric state, current or past. In contrast to this, the groups of female presenters and female partners were almost indistinguishable in terms of their psychiatric status, psychiatric morbidity being common.
General Health Questionnaire. Male and female presenters did not differ significantly in the proportions who scored above the cut-off point (i.e. were â€˜¿ cases') on the GHQ â€"¿ the scores of approximately half exceeding this criterion â€"¿ nor in their total GHQ scores. However, female partners were more likely than male partners to be GHQ cases (x2= 15.56, 1 d.f., P<0.OOl), and they had higher total GHQ scores (1=4.16, P<0.OOl). In addition, female presenters had higher total scores than their male partners (paired 1= 5.92, P<0.00l).
Leeds Anxiety and Depression Scales.
Compared with male presenters, female presenters were both more anxious (1=2.70, P<0.Ol) and more depressed (1=2.16, P(0.05). They were also more anxious (paired 1=5.08, P<O.OOl) and depressed (paired 1=7.25, P<0.OOl) than their male partners. However, there were no major differences between male presenters and their female partners. The male partners were less anxious (t=4.22, P<0.001) and depressed (1=4.60, P<0.OOl) than the female partners.
Current psychiatric disorder. According to the assessors' ratings, more of the female than male presenters currently had a psychiatric disorder (y@=5.09, 1 d.f., P<0.05). having received treatment either as psychiatric out-patients or from their general practitioners. In both groups, patients had suffered predominantly from affective disorders, usually depression.
Male
Physical disorders and medication
Many of the males with sexual dysfunction had physical disorders (Table II) . In particular, physical disorders with recognised direct effects on sexual function (e.g. diabetes) were far more common among the male presenters than among either the female presenters (@= 11. were hypotensive and anticholinergic drugs, and by female presenters, analgesics and anticonvulsants.
Characteristics of patients according to type of sexual dysfunction
Presenting subjects were grouped according to type of sexual dysfunction and then the characteristics of the subjects within each group were compared with those of the rest of the presenting subjects of the same sex. These comparisons were restricted to the dysfunctions represented by a reasonable number of cases (i.e. males -erectile dysfunction, premature ejaculation, and impaired sexual interest; and females -impaired sexual interest, vaginismus, and orgasmic dysfunction). The factors that characterised each dysfunctional group (to a statistically significant extent) can be summarised as follows: 
Treatment
Following assessment, sex therapy tended to be offered more often to female-than male-presenting couples (Table  III ; @2=3.69,1 d.f., P<0.10). Marital therapy was also offered more often to female-presenting couples (x2= 3.86, 1 d.f., P<0.05), especially those in which the women had impaired sexual interest (it was offered to 15 out of 64 of these). Brief counselling was more often offered to male presenting couples (x2= 7.31, 1 d.f., P<0.Ol).
TABLE III
Treatment offered Characteristics of couples offered sex therapy
Sex therapy was offered most frequently to the male presenting couples in which the men had premature ejaculation, and, especially, to the female-presenting couples in which the women had vaginismus (Table IV) .
Comparison of dysfunctional couples offered sex therapy with those suffering from the same disorder but offered other forms of help showed that males with erectile dysfunction offered sex therapy were less likely to be suffering from current physical disorders (x2= 9.61, 1 d.f., P<0.01), in particular those with direct effect on sexual response (x@=6.08, 1 d.f., P<0.02). When the dysfunction was female impaired sexual interest, couples offered sex (67) 3 (38) 2 (17)18 (60) 10 (100) 2 (67) 1 (50)11(37) 4 (40) 1 (33) â€"¿ Total9545 (47) (59) 12 (86) 4 (36) 5 (55) 6 (86)29 (76) 11 (92) 3 (75) 3 (60) 3 (50)13 (34) 9 (75) 2 (50) 2 (50) 1 (17)Total10565 (62) 
Couples who entered sex therapy
Over 70% of couples offered sex therapy entered treatment, there being no major difference between male-and female presenting couples in the extent to which the offer of this treatment was taken up (Table IV) . However, nearly half (46%) of the couples who entered sex therapy failed to complete treatment.
Comparison of couples who completed sex therapy with those that failed to complete treatment showed that completionof treatment wasassociatedwith higherinitial motivationfor treatment (completed,mean4.47 The main findings to emerge from the assessment of these couples are (a) the considerable proportion with marital problems, (b) the frequent presence of psychiatric morbidity, and (c) the high prevalence of physical disorders. About one-third of the couples were thought to have significant marital problems. The association between sexual dysfunction and marital problems iswellrecognised (Franketa!, 1976) . It is particularlyimportant to establish which is the primary problem and which secondary, and then to offer the most appropriate help. When significant marital difficulties are present it is inappropriate to offer sex therapy in the first instance since treatment is very likely tofail (O'Connor, 1976; Hawton & Catalan, 1986; Whitehead & Mathews, 1977 ,1986 or,asinthis study, be uncompleted.
Between a third and half of the presenting subjects were thought to be suffering from psychiatric dis order at the time of assessment. Psychiatric disorder was common among those referred from all sources, not just those referred by other psychiatrists.
The patients reported here are comparable with those reported in other studies of referrals to sexual However, the psychiatric conditions tended to be mild, and consisted mostly of affective disorders, such as depression and/or anxiety. The partners of men with sexual dysfunction also showed evidence of psychiatric disorder. The prevalence of psychiatric disorder was greater than would be expected in the general population (Goldberg et a!, 1976) , somewhat higher than would be expected in both general practice attenders (Goldberg & Blackwell, 1970) and patients in general-hospital out-patient clinics (Catalan et a!, 1981; Hughes et a!, 1983) In some women with impaired sexual interest, effective treatment of current depression also resulted in resolution of the sexual dysfunction.
Physical disorders were common, particularly among male presenters, where as many as a quarter were found to be suffering from physical disorders with direct effects on sexual function. Although less common, physical disorders were also apparent among female presenters. As would be expected, physical disorders were more common among the individuals referred from physicians or gynaecolo gists, but were also found in a substantial proportion of those referred from other sources. It is well known that a very wide range of physical disorders and their treatment can cause sexual dysfunction (Bancroft, 1983; Hawton 1985) and it is therefore important to evaluate the physical status and treatment of patients carefully. This may be a problem for non-medical staff engaged in this work. They should ensure that they have ready access to medical consultation and advice.
The characteristics identified for subjects in each of the dysfunctional groups are in keeping with clinical experience and previous research (e.g. Bancroft & Colas, 1976; Schreiner-Engel & Schiavi, 1986; Warner & Bancroft, 1987 Following assessment, just over half the couples referred to the sexual dysfunction clinic were offered sex therapy. Between two-thirds and three-quarters entered therapy, but only one-third of male presenting couples and 42% of female-presenting couples actually completed treatment. This was in spite of the fact that both the clinicians who carried out the initial assessments were highly experienced in this type of work. The findings concerning outcome raise the question of whether selection of couples for this fairly time-consuming form of treatment should be even more rigorous. This study, in keeping with an earlier one (Hawton & Catalan, 1986) , indicates that when deciding on suitability special attention should be paid to the quality of the general relationship, psychiatric disorder and symp toms, and motivation.
Brief counselling was offered to 15Â°lo of couples, the proportion being higher for male-presenting couples. Brief counselling usually consisted of one or two treatment sessions, with emphasis on provision of specific information, especially about how to cope with sexual dysfunction associated with physical disorder. Twelve per cent of couples were referred for marital therapy (usually to Marriage Guidance locally), the proportion being higher in the case of female-presenting couples. All these couples had significant relationship problems.
The findings of this study indicate that assessment of couples referred because of sexual dysfunction is not easy. By no means all couples are suitable for sex therapy, and even when there is careful selection of those that appear to be suitable only approxi mately half will complete treatment. This study highlights the importance when assessing couples with sexual dysfunction of paying special attention to the nature of the partners' general relationship, the presence of psychiatric disorder or physical problems, and the couple's motivation for treatment. It is also important to have available a variety of treatment options. 
